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Feelings of sadness, discouragement, disappointment and
frustration are all a part of the normal human experience. For
whatever reasons, when the intensity, pervasiveness, and
persistence of these feelings increase and interference with
usual social and psychological functioning occurs, the
individual may well be experiencing the affective disorder of
clinical depression.
Experts define clinical depression as depression that is
severe enough to interfere with a person's normal
functioning.^ It can last from a month to several years.
Typical symptoms include marked changes in appetite, sexual
desire, and/or sleep patterns, feelings of worthlessness,
and/or guilt, inability to concentrate, and thoughts of
harming oneself.
Clinical depression is a serious mental-health problem in
the United States, affecting an estimated 17 million Americans
each year.^ This illness is so common, in fact, that clinical
depression is often referred to as the "common cold of mental
^Diagnostic and Statistical Manual of Mental Disorders
4th ed (Washington DC: American Psychiatric Association,
1994), 320.
^Department of Health and Human Services, Pviblic Health
Service , National Institute of Mental Health. 1994.
Depress!on/Awareness. Recognition, and Treatment Program.
[Rockville, MD] : U.S. Department of Health and Human Services,
Public Health Service, National Institute of Mental Health.
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health." The illness is reported to take a greater toll on
women than on men; the rate of clinical depression for women
is about double that for men.
Why women are more prone to depression than men is the
subject of much ongoing clinical debate. Research on gender
differences in depression has been meager. According to
Nolen-Hoeksema, "There is much we do not know. . . .Often the
crucial studies for testing these explanations have yet to be
carried out, and the studies that exist have often been
inconclusive. In fact it is remarkable how little attention
empiricists have given to such an important phenomenon."^
Clinicians are zeroing in on the psychological, environmental,
and biological differences between the sexes. Boys and girls
show similar rates of depression until adolescence, but women
outpace men during their childbearingyars.*
Social pressures contribute to the onset of depression.
More women than men live in poverty. More women are victims
of physical and sexual abuse, sexual discrimination, and
harassment. And more women are single parents.® The juggling
of home, family, and job puts many women under excruciating
®S. Nolen-Hoeksema, Sex Differences in Depression.
(Stanford, CA: Stanford University Press, 1990), 2.
*K. Kendler and others, "The Prediction of Major
Depression in Women: Toward an Integrated Etiologic Model,"
American Journal of Psychiatry 150 (1993): 1139-1148.
®S. Rosenfield, ""Sex Differences in Depression: Do Women
Always Have Higher Rates?," Journal of Health and Social
Behavior 21: 33-42.
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stress. Thus, putting women in a position to be at greater
risk to develop depressive disorders.
Adding to the situation is the fact that social
discrimination of women has occurred at all levels of society
and has been generally an accepted condition.® Thus, causing
women to become frustrated and psychologically distressed;
and, indeed, experience depression as a result. Approximately
one of every four girls is sexually molested during childhood
and adolescence.’ Acquaintance rape is in the news and seems
to much more prevalent than formerly thought. The New York
Public Interest Group surveyed working women and found that as
many as 71% may experience sexual harassment.®
Obviously women experiencing victimization of any kind
should be considered at high risk for a depressive disorder.
Other populations reported to be at increased risk include
ethnic minority women, professional women, women living in
poverty, adolescents, older women, substance abusers, and
women with eating disorders; the reader is referred to the
report of the APA's National Task Force on Women and
®S. Thomas, Women and Anger (New York: Springer
Publishing Company, 1993), 216.
’L. Brunnngraber, "Father-Daughter Incest: Immediate and
Long-term Effects of Sexual Abuse," Advances in Nursing
Science 8 (1986): 15-35.
®S. Thomas, Women and Anaer (New York: Springer
Publishing Company, 1993), 216.
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Depression for further risk factors in each of these groups.®
Clearly, more research is needed for understanding women's
greater propensity for depression.
According to statistics from the National Institute of
Mental Health.“ It has been calculated that the economy
loses $10 billion annually because Americans miss an estimated
156 million days from work due to clinical depression. An
added $4.2 billion in potential earning power is lost each
year because 15 percent of people with severe depression
eventually commit suicide.
As can be seen, depression is surely a serious mental
health problem. The magnitude of this problem is very
significant. Depression affects an estimated 17 million
Americans per year. It appears to take its greatest toll on
women. There is much debate about why depression affects more
women than men. Many explanations have been given, but social
pressures endured by women appear to be one of the leading
arguments from a psychosocial perspective. Depression also
creates great social and economic losses in America. Although
depression is a serious mental health problem, it is one of
®E. McGrath and others (Eds.), Women and Depression: Risk
Factors and Treatment Issues (Washington, DC: American
Psychological Association, 1990), 36-39.
Department of Health and Human Services, Piablic Health
Service, National Institute of Mental Health. 1994.
Depression/Awamess. Recognition, and Treatment Program.
[Rockville, MD] : U.S. Department of Health and Human Services,
Public Health Service, National Institute of Mental Health.
“Ibid.
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the most treatable mental illnesses.
PTIRPOSE OF THE STODY
The purpose of this study was twofold: (1) to examine the
effects of cognitive therapy on depression, and (2) to discuss
how social workers, particularly those social workers who are
engaged in clinical practice can use single-system design to
evaluate their interventions with clients. This study,
therefore, opted to look at an alternative explanation and
treatment for depression. In looking at the treatment
intervention, an alternative design was used, thus giving
social workers an empirical way to measure clinical work.
CHAPTER TWO
REVIEW OP LITBRATTIRB
Depression is one of the major mental health problems of
our time. While depression is a significant contemporary
problem, it has been described by people from many different
cultures for thousands of years.^ Historically, depression
has been considered a result of multiple causes, such as moral
or personal weakness, witchcraft or demonic possession,
reactions to personal difficulties or normal grief, and
organic dysfunctions associated with physiological symptoms.^
Thus, the causes of depression has changed over time. The
etiology of depression is thought to be different as more
information has evolved.
The literature on the treatment of depression is
presented in the following manner: (1) overview of theories of
depression, (2) Beck's Cognitive Theory of Depression, (3)
Cognitive Therapy for Depression, (4) significant outcome
research, and (5) definition of terms.
Overview of Theories of Depression
The purpose of this section is to give the reader a view
of the various perspectives that address the treatment of
Kleinman, and B. Good, Culture and Depression
(Berkeley: Univ. of California Press, 1985), 10.
^A. John Rush. Diagnosis of affective disorders. In A.J.
Rush and K.Z. Altshuler (Eds.) ., Depression: Basic mechanisms,
diagnosis, and treatment (New York: Guilford Press, 1986), 37.
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depression. Theoretically, a number of important and useful
perspectives on depression have been developed, studied, and
applied to treatment during this century.
Coyne has collected key papers representing the four
major theoretical schools of thought about depression.^ These
schools of thought include psychoanalytic, behavioral and
cognitive, interpersonal and social, and biomedical
approaches. Of course, a fifth perspective now exists among
researchers and practitioners who believe that no single
approach is able to account for the diverse clinical phenomena
of depression. Many of the scholars primarily identified with
one of the four major schools of thought eventually believe an
integrative biopsychosocial model with multiple causal
pathways will probably provide the greatest ability to
understand and treat depression.* However, at present it may
be premature to focus so much on integration that further
development of the various theoretical perspectives is
forgone. There is important work to be done within each of
the current approaches, as many key assumptions and
implications remain essentially unexplored.®
®J.C. Coyne, Essential papers on depression (New York:
University Press, 1985), 18.
*Aaron Beck, "Cognitive Models of Depression. Journal of
Cognitive Psychotherapy. An International Quarterly, 1 (l),
(1987) : 5-37.
®J.C. Coyne, Essential Papers on Depression (NY: New York
University Press, 1985), 20.
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Psychoanalytic Approach
During the first half of this century psychoanalytic
models of depression dominated the psychological literature.®
The common perspective of these psychoanalytic thinkers was
that depression represented the persons response to an
unacceptable loss of a loved person or experience, leading to
the loss of self-esteem. Depressive symptoms resulted from
self-punishment for the loss, and thus depression was seen as
anger turned inward on the self. Mendelson provided a more
comprehensive review of the psychoanalytic theory of
depression.’'
Biomedical Approach
In the 1950's the discovery and application of
psychotropic medications to the treatment of depression moved
many theorists and researchers to begin viewing depression
from a biological or neurochemical perspective.® In addition,
biological theories of depression have been advanced based on
genetic or family prevalence research, where evidence seems to
suggest higher prevalence rates of depression among people
®M. Mendelson, Pschoanalytic Concepts of Depression. 2d
ed., (New York: Spectrum, 1974), 23.
’Ibid.
®H. Weil-Malherbe, The Biochemistry of Affective
Disorders, In R.G. Grenell and S. Gabay (Eds.), Biological
Foundations of Psychiatry (NY: Raven, 1976), 60.
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with first-degree relatives diagnosed with depression.® The
pathophysiology of most biological theories of depression have
identified functional neurochemical deficits in biogenic
amines, including the catecholamines (epinephrine,
norepinephrine, and dopamine) and the indole amines (serotonin
and histamine)Yet another biological theory of
depression has focused on changes, primarily increases in
cortisol production, associated with the hypothalamic-
pituitary-adrenal axis.^^ These and other biological
approaches to depression continue to receive high levels of
clinical and research attention. Depression does appear to be
associated with certain types of biological factors and it is
widely accepted that depression has extensive physiological
symptoms and complications, yet the relationship of these
biological observations to the causes and treatment of
depression is extremely complex and far from clear at this
time.
®M.T. Tsuang, Genetics of Affective Disorders, In J.
Mendels (Ed.), The Psychobiology of Depression (New York:
Spectrum, 1975), 28.
^°A.P. Zis and F.K. Goodwin, The Amine Hypothesis, In E.S.
Paykel (Ed.), Handbook of Affective Disorders (New York:
Guilford, 1982), 34.
“J.B. Carroll, Neuroendocrine Dysfunction in Psychiatric
Disorders. In M.A. Lipton, A. Di Mascio, and K.F. Killiam
(Eds.), Psychopharmacoloov: A Generation of Progress (New




The third major school or thought about depression may be
termed the interpersonal perspective. Interpersonal
approaches to depression have gained attention since the mid
1970's.“ These approaches view depression as the result of
deficits or failure in social or interpersonal interactions.
This approach is interactional in that it considers both
individual and social variables to be completely related in
reciprocal patterns of influence. Problems leading to
depression are seen as a result of the interaction between the
person and his or her social environment. People may be
predisposed to depression through ineffective socialization
experiences and depression may be triggered by distressful
interpersonal interactions. Central to the interpersonal
perspective is the idea that ineffective interpersonal skills
may lead to negative experiences and thus to depression, and
once the person becomes depressed his or her ineffectiveness
only becomes more irritating to others, thus leading to
further increases in negative experiences.^^ This pattern of
distressful interaction and intensifying the negative
cognitive, emotional, and stress related physiological
“A.G. Billings and R.H. Moos, "Psychosocial Theory and
Research on Depression: An Integrative Framework and Review,"
Clinical Psychology Review 2 (1982): 213-237.
^^GL. Klerman and others. Interpersonal Psychotherapy for
Depression (New York: Basic Books, 1984), 92.
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symptoms of the depressed person.
Cognitive-Behavioral Approach
Finally, and of most relevance for the current study,
since the late 1960' s depression has increasingly been
examined and explained from a cognitive or cognitive-
behavioral framework.^® There are four major models of
depression within the cognitive-behavioral perspective: Beck's
cognitive model, Rehm's self-control model, Seligman's learned
helplessness model, and the revised learned helplessness or
attributional model proposed by Abramson, Seligman, and
Teasdale. According to Craighead each of these models holds
that depression is a polydimensional phenomena, yet posit a
single unique dimension as being primary and causal.
Generally speaking, each of these perspectives on
depression may be seen as involving cognitive factors,
(e.g., schemata, self-monitoring, expectations, and
attributions) and each has received substantial empirical
support. However, it is Beck's model that is most identified
with the cognitive viewpoint. Beck's model goes beyond the
other models in the role ascribed to cognitive factors in
depression. Most importantly. Beck's cognitive model
^®Ibid.
^®L.Y. Abramson, M.P. Seligman and J.D. Teasdale, "Learned
Helplessness in Humans: Critique and Reformulation," Journal
of Abnormal Psychology 87 (1978): 49-74.
”W.E. Craighead and others. Affective Disorders-Unipolar,
In S.M. Turner and M. Herson (Eds.), Adult Psychopathology and
Diagnosis (New York: Wylie, 1984), 158.
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considers depression to be due to depressive structures called
schemata. In this model, depression is seen as the result of
actual distortions in information processing activity. These
distortions are produced or mediated through the effects of
negatively biased cognitive schemata. This cognitive schema
perspective places Beck's theory in line with much of the
theoretical and experimental work being done in cognitive
psychology and with the social psychology research on social
cognition. In the next section this review will focus in
greater detail on Beck's cognitive theory of depression.
Beck's Cognitive Theory of Depression
Primarily through his clinical work and case studies of
depressed patients Aaron Beck came to the conclusion
depression could be viewed as a disturbance in cognition. In
an early study, Beck found evidence suggesting both depressed
content and negatively biased thinking processes were more
prevalent among depressed psychiatric patients than among
nondepressed psychiatric patients.^® In the depressed Beck
found typical themes of low self-evaluation, ideas of
deprivation, exaggerations of problems, self-criticisms and
unrealistic self-expectations, and wishes to escape or die.
Beck also found that depressed patients used different
thinking processes than nondepressed patients. These
^®A.T. Beck, "Thinking and Depression: Idiosyncratic
Content and Cognitive Distortions," Archives of General
Psychiatry 9 (1963): 324-333.
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including arbitrary inferences (forming interpretations of
events without references to factual evidence), selective
abstraction (ignoring the context of events and focusing on
single aspects as the basis for interpretation),
overgeneralization (drawing general conclusions about one's
ability, achievement, or self-worth based on a single
incident), magnification (viewing a given problem as a
catastrophe) , and minimization (underestimating or downplaying
personal abilities or accomplishments) . Beck also noted that
these distorted qualities have an automatic quality.
Beck has since provided extensive elaborations upon
these initial findings. While Beck now acknowledges that
available evidence suggests many psychological, social, and
biological factors are likely to interact in complex ways in
the development of depression for a given individual, the
essentials of his cognitive theory remain mostly unchanged
since the initial formulation.^® And even though Beck and
most other depression theories now view depression as a
complex biopsychosocial disorder, the importance of cognition
has remained as one of the central foundations of theory,
research, and clinical practice concerning depression.
Cognitive theory states that depression is to a
significant degree a thinking disorder characterized by
negative biases in the content and negative distortions of the
“A.T. Beck, "Cognitive Models of Depression," Journal of
Cognitive Psychotherapy l (1987): 5-37.
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processes of the depressive's cognitions. These negative
biases in the content and negative distortions may be
understood as schemata. Schemata are considered to be
structural-procedural patterns of information, developed
through experience and present in the cognitions of all
people.^® It is the organization and differentiation of
experience into schematic patterns of meaning that allows even
the basic forms of intelligible human perception.^^ Without
this organizing principle, it would be impossible to make
sense out of experience and thus impossible to adapt and
survive.From this perspective, schemata may be
understood as the building blocks of cognition and human
experience
For the depressed person, it is believed depressive
schemata are formed through developmental experiences of loss,
lack of control, and self-devaluation.^* These schemata
interact with ongoing experience and symptomatic expressions
^°R. Hastie, Schematic Principles in Human Memory, In E.T.
Higgins, C.P. Herman, and M.P. Zanna (Eds.), Social Cognition:
The Ontario Symposium (Vol. 1) (Hillsdale, NJ: Erlbaum, 1981),
124.
Neisser, Cognition and Reality (San Francisco:
Freeman, 1976), 46.
Mandler, Mind and Body: Psychology of Emotion and
Stress (New York: Norton, 1984), 72.
^^D.E. Rummelhart, Schemata and the Cognitive System, In
R.S. Wyer and T.K. Srull (Eds.), Handbook of Social Cognition
(Vol. 1) (Hillsdale, NJ: Erlbaum, 1984), 204.
^*A.J. Rush, Short-term Psychotherapies for Depression
(New York: Guilford, 1982), 96.
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of depression. Specifically, depressive schemata are
characterized by what Beck has termed the negative cognitive
triad: a negative view of the self, the world, and the
future.^® The depressed person views the self as inadequate
and unworthy, and as a result has low self-confidence and is
overly self-critical. The depressed person views the external
world or the environment, especially the interpersonal
environment, as unaccepting, overly demanding, and challenging
beyond personal capacities. This leads to further self-
devaluation, helplessness, and withdrawal. The depressed
person views the future as frightening and holding no hope for
improvement, leading to avoidance, dependency, inactivity, and
possibly to suicidal thoughts or actions.
Beck asserts the cognitive theory of depression is based
essentially upon an information processing model.It is
this information processing perspective of depression along
with the theoretical concept of the cognitive schemata that
make Beck's theory consistent with much of contemporary
psychology
“M. Kovacs and A.T. Beck, "Maladaptive Cognitive
Structures in Depression, " The American Journal of Psychiatry
135 (1978): 525-533.
^®A.T. Beck, "Cognitive Models of Depression," Journal of
Cognitive Psychotherapy 1 (1987): 5-37.
=’Ibid.
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Cognitive Therapy for Depression
There are many sources describing cognitive therapy for
depression.^® As a psychotherapeutic approach to the
treatment of depression, cognitive therapy for depression is
rooted in Beck's cognitive theory of depression. Since the
theory holds that depressive self-schemata underlie
depression, the primary goals of cognitive therapy are to
assist the client in the reconstruction of his or her
depressive self-schemata and to reduce or alleviate his or her
depressive symptoms.
Although Beck has backed away from a strictly causal view
of self-schemata in depression, the theory clearly implies a
strong influential connection between self-schemata and
symptoms of depression.*® Thus, based upon cognitive theory,
it would be expected that as self-schemata become less
negative or depressive, depression symptoms should improve.
Of course a study that demonstrated such a relationship would
still not directly answer questions about causality, since
some other factor may mediate change in both variables.
Nonetheless, since cognitive therapy purports changes in self-
schemata may be facilitated by cognitive therapy, and these
changes are believed to have therapeutic effects upon
*®D.H. Barlow, Clinical Handbook of Psychological
Disorders: A Step-by-Step Treatment Manual. 2d ed., (New York:
Guilford, 1993).
*®A.T. Beck, "Cognitive Model of Depression," Journal of
Cognitive Psychotherapy l (1987): 5-37.
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depression, it seems appropriate to evaluate the use of
cognitive therapy on depression.^" This is the major purpose
of the current study.
Cognitive therapy is an active and involving
psychological treatment drawing upon both cognitive and
behavioral intervention strategiesIn cognitive therapy,
the therapist works to actively involve the client in
behavioral tasks and cognitive interactions helping to bring
the client's depressive self-schemata along with his or her
faulty information processing strategies into focus allowing
for evaluation, reality testing, and reconstruction.^
There are a great many parallels between the process of
helping and the targets of change. That is, the target of
practice typically includes helping the client become a better
problem manager or problem solver.” In cognitive therapy
the therapist and client work together to help the client: (a)
take a problem-centered and problem-solving approach to
personal concerns; (b) develop specific cognitive-behavioral
strategies for coping with and solving current and future
problems; (c) learn to test personal assumptions (self-
”A.T. Beck and others. Cognitive Therapy of Depression
(New York: Guilford Press, 1979).
”Ibid., 3.
”Ibid., 14-16.
”A. Brower and P. Nurius, Social Cognition and Individual
Change: Current Theory and Counseling Guidelines (London: Sage
Publications, 1993), 171.
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schemata) about the self and personal problems through
empirical or behavioral hypothesis testing activities (e.g.,
take the role of an investigator about personal problems and
look for validating or invalidating evidence for hypotheses);
(d) gain an understanding of the practical and powerful
relationships among cognition, affect, and behavior; (e) learn
to recognize and self-monitor negative thoughts and
problematic behavioral patterns; (f) learn to substitute more
adaptive cognitions (rational responses) and behaviors in
place of depressive thoughts and ineffective behaviors; and
(g) develop more positive and effective self-schemata or views
of the self, the future, and the personal world.
Until recently, the role of the therapeutic relationship
in cognitive therapy received relatively little attention.
Traditionally, cognitive therapists have reviewed the
technical interventions of the therapy (for example, eliciting
and responding to distorted automatic thoughts or
systematically exposing patients to items on a fear of
hierarchy) as the active ingredients of treatment.^® The
relationship between the therapist and client should be based
on such widely agreed upon therapeutic characteristics as
^*A.T. Beck and others. Cognitive Therapy of Depression
(New York; Guilford Press, 1979), 76.
Persons, Cognitive Therapy in Practice: A Case
Formulation Approach (New York: Norton, 1989), 158.
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warmth, accurate empathy, genuineness, and trust. The
therapist and client join together as an investigative team,
exploring and testing the client's thoughts, behaviors, and
assumptions. The therapist seldom uses direct disputation
with the client, but rather helps clients to discover their
own inconsistencies, maladaptive thoughts, negative
assumptions, and misguided behaviors, and conversely to
develop their own more positive coping strategies and personal
reconstructions. Beck has described this therapeutic style as
a process of guided discovery.^’ Cognitive therapy is
essentially a psychoeducational approach to psychotherapy and
counseling.
A basic characteristic underlying purposive, goal-seeking
mechanisms is that of feedback. The specific forms of
feedback that are most appropriate and meaningful will vary
across cases and settings.^® In cognitive therapy, the
therapist should be careful to elicit feedback and active
participation from the client in defining concerns, setting
agendas for therapy, and selecting intervention strategies.
The open exchange of information and feedback, including the
open expression of emotion is considered important to the
®®A.T. Beck and others. Cognitive Therapy of Depression
(New York: Guilford Press, 1979), 46-51.
®’Ibid.
®®A. Brower and P. Nurius, Social Cognition and Individual
Change: Current Theory and Counseling Guidelines (London: Sage
Publications Inc., 1993), 211.
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process and outcome of therapy.^®
Through the supportive use of both cognitive and
behavioral techniques clients are encouraged to specify and
evaluate their depressive cognitions and to develop new habits
for processing information about the self, the future, and
others. In short, existing depressive self-schemata are
reconstructed upon a more positive, problem-solving oriented,
and adaptive foundation and depressive symptoms are reduced or
eliminated.*® The next section will review evidence
supporting the effectiveness of cognitive therapy for
depression.
Sicynificant Outcome Research
In general, the status of outcome research on cognitive
therapy for depression is promising.*^ The outcome research
for this study was concerned with unipolar depression. While
there are still critical gaps in the outcome research, a
sufficient number of studies have shown positive and
clinically significant treatment effects. The existing
reviews of cognitive therapy have all reached positive, yet
limited conclusions regarding effectiveness.
In an early study Rush, Khatami, and Beck conducted a
^®A.T. Beck and others. Cognitive Therapy of Depression
(New York: Guilford Press, 1979), 81-83.
*°Ibid., 159-163.
*^A.T. Beck, "Cognitive Therapy: Past, Present, and
Future," Journal of Consulting and Clinical Psychology 61
(1993): 194-198.
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non-controlled clinical investigation examining the
effectiveness of cognitive therapy with three chronically and
severely depressed male outpatients/^ All three patients
had previously been unsuccessfully treated with antidepressant
medications and were considered to be treatment resistant.
Using a repeated measures design over 14 weeks of individual
cognitive therapy (the actual numbers of sessions varied from
5 to 20) , these authors reported impressive improvements of
self-ratings of depressive symptomology as measured by the
Beck Depression Inventory (BDI) and on clinical-ratings of
depressive symptomology as measured by the Hamilton Rating
Scale for Depression (HRSD). All three clients continued to
show improvement over pre-therapy status at a one year follow¬
up .
Rush, Beck, Kovacs, and Hollon compared cognitive therapy
with pharmacotherapy (imipramine) for depression/^ Subjects
in this study were severely depressed outpatients who sought
treatment at a university hospital. Treatments extended over
the course of 12 weeks, with 20 sessions of medication
evaluation and nonspecific support. This study found both
cognitive therapy and imipramine were effective in reducing
depressive symptomology as measured by the BDI and HRSD.
*^A.J. Rush, M. Khatami, and A.T. Beck, "Cognitive and
Behavior Therapy in Chronic Depression," Behavior Therapy 6
(1975): 398-404.
*^A. J. Rush and others, "Comparative Efficacy of Cognitive
Therapy and Pharmacotherapy in the Treatment of Depressed
Outpatients," Cognitive Therapy and Research. 1 (1977): 17-37.
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However, cognitive therapy was found to be more effective than
pharmacotherapy. In terms of absolute clinical improvement
defined as a BDI score of less than 10, cognitive therapy
resulted in 83.3% improvement, while imipramine resulted in
only 29.4% improvement.
Taylor and Marshall conducted a study comparing the
efficacy of cognitive, behavioral, and combined cognitive-
behavioral therapy for depression with a no treatment control
group.Subjects in this study were mildly to moderately
depressed college students. Treatments were conducted
individually for six weekly one hour sessions. All three
treatments were found to result in self-rated improvement in
depressive symptomology on the BDI when compared to the no
treatment controls. No differences were found between the
cognitive and behavioral treatments, while the combined
cognitive-behavioral treatment resulted in the greatest amount
of improvement. It is important to realize that the combined
treatment condition is actually closer to Beck's cognitive
therapy which includes both cognitive and behavioral
components
Blackburn, Bishop, Glen, Whalley, and Christ! compared
cognitive therapy, pharmacotherapy (amitriptyline or
*^F.G. Taylor and W.L. Marshall, "Experimental Analysis
of a Cognitive-Behavioral Therapy for Depression," Cognitive
Therapy and Research 1 (1977): 59-72.
*®A.T Beck and others. Cognitive therapy of Depression
(New York: Guilford Press, 1979).
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clomiparamine), and combined cognitive therapy and
pharmacotherapy for moderately to severely depressed
outpatients from hospital and general practice settings.*®
All treatments lasted about 12 weeks and were delivered on an
individual basis. In the hospital setting they found both
cognitive therapy and pharmacotherapy to be equally effective
according to both self-report by the BDI and clinician rating
by the HRSD, while the combined therapy to be equally
effective on both the BDI and HRSD, with cognitive therapy
alone being more effective than pharmacotherapy alone,
suggesting that cognitive may be especially indicated with
outpatients, either in conjunction with pharmacotherapy or
alone.
Fennell and Teasdale reported results from a small
noncontrolled clinical case study.*’ These authors treated
five severely and chronically depressed outpatients with 20
sessions of individual cognitive therapy for depression.
Treatment was completed over a 12 week period. All subjects
had previously failed to respond to treatment with
antidepressant medication and nonspecific psychotherapy and
were considered to be treatment resistant. For these very
*®I.M. Blackburn and others, "The Efficacy of Cognitive
Therapy in Depression: A Treatment Trial Using Cognitive
Therapy and Pharmacotherapy, Each Alone and in Combination,"
British Journal of Psychiatry 150 (1981): 1039-1046.
*’M.J. Fennell and J.D. Teasdale, "Cognitive Therapy with
Chronic, Drug-refractory Depresses Outpatients: A note of
Caution," Cognitive Therapy and Research 6 (1982): 455-460.
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difficult clients, only modest improvements in depressive
symptoms were found to result from individual cognitive
therapy. One client completely improved, two had 11 point
drops on the BDI, and two were unchanged. Even more modest
results were found by therapist ratings with HRSD.
A study conducted by Simons, Garfield, and Murphy
compared individual cognitive therapy for depression with
pharmacotherapy (nortriptyline) Subjects were severely
depressed outpatients. Cognitive therapy consisted of 20
sessions over a 12 week period. Pharmacotherapy was provided
through 12 weeks of 20 minute sessions consisting of
medication checks and nonspecific psychological support. The
results indicated both cognitive therapy and pharmacotherapy
were equally effective in reducing depression according to the
BDI and HRSD.
An outcome study by Wiersbicki and Eartlett compared
individual cognitive therapy with group cognitive therapy and
a no treatment waiting list control group.*® Subjects were
mildly depressed community volunteers. All subjects in the
two therapy groups received either six sessions of individual
cognitive therapy or six sessions of group cognitive therapy.
Sessions were conducted once per week over a six week
*®A.D. Simmons, S.L. Garfield, and G.E. Murphy, "The
Process of Change in Cognitive Therapy and Pharmacotherapy for
Depression," Archives of General Psychiatry 41 (1984): 45-51.
*®M. Wiersbicki and T.S. Bartlett, "The Efficacy of group
and Individual Cognitive Therapy for Mild Depression," 11
(1987): 337-342.
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treatment period. At the end of treatment, individual therapy
produced greater reductions in depressive symptoms as measured
by the BDI than did the group therapy. Group therapy was only
slightly more effective than the no treatment control group.
In terms of absolute response rates, individual therapy
resulted in 88.9% complete remission, while group therapy had
33.3% remission, and the no treatment condition had 10%
remission. At least for these mildly depressed subjects,
short-term cognitive therapy for depression appears to be more
effective when provided on an individual basis than when
provided to a group.
Finally, Dobson conducted a meta-analysis of 27 separate
studies involving 34 comparisons of cognitive therapy with
either some form of treatment or a wait-list control.“ His
analysis showed that cognitive therapy was significantly
superior to other treatments, including behavior therapy, and
other psychodynamic therapy, nondirective therapy, and other
psychotherapies; as expected, cognitive therapy was superior
to no treatment. Cognitive therapy was also found to be
superior to pharmacotherapy.
This corr^letes the review of the outcome research on
cognitive therapy for depression. Considering the results of
these studies as well as others that are not mentioned, one
must infer that individual cognitive therapy is effective in
®°K. Dobson, "A Meta-analysis of the Efficacy of Cognitive
Therapy for Depression," Journal of Consulting and Clinical
Psychology 57 (1989): 414-419.
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reducing the severity of depression as measured by both self-
report and clinician or therapist ratings. This conclusion
appears to be true across a wide range of samples and ranges
of depression. It further appears that individual cognitive
therapy for depression is more effective than a variety of
other psychotherapies for depression and is at least as
effective as pharmacotherapy with a variety of antidepressant
medications.
This review provides strong support for the effectiveness
of individual cognitive therapy for depression. Importantly,
many of these studies have not only demonstrated statistically
significant treatment differences, but have also reported
levels of improvement with clear clinical significance.
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DEFINITION OF TERMS
Biomedical Viewpoint- Approach to mental disorders (i.e.,
depression) emphasizing biological causation.
Clinical Social Work- The professional application of social
work theory and methods to the treatment and prevention
of psychosocial dysfunction, disability, or impairment,
including emotional and mental disorders. It is based on
knowledge of one or more theories of human development
within a psychosocial context.
Cognition- Used to refer to such activities as thinking,
conceiving, reasoning, etc.
Cognitive Viewpoint- Approach to mental disorders (i.e,
depression) emphasizing the internal, mental processes.
Depression- Emotional state characterized by extreme sadness,
gloomy ruminations, feelings of worthlessness, loss of
hope, and often apprehension.
Interpersonal Viewpoint- Approach to understanding mental
disorders (i.e., depression) as rooted in behavior that
is learned while dealing with interpersonal environments;
it thus focuses on relationships, past and present, with
other people.
Psychocmalytic Viewpoint- Emphasizes the inner dynamics of
unconscious motives.
Schema- A plan, an outline, a structure, a framework, a
program, etc. (way of thinking).
CHAPTER THREE
METHODOLOGY
The methodology section is organized into five sections:
(1) research design, (2) instrumentation, (3) case information
of the client, (4) treatment hypothesis and (5) intervention
strategy and plans.
Research Design
This study answered an evaluative question through the
use of an A-B design. According to Bloom, Fischer, and Orme,
the A-B design is often seen as the foundation of single¬
system designs because of the distinction between, and the
combining of, a baseline observation period. A, and an
intervention period, B.^ The assumption underlying the A-B
design is that the problems observed during baseline will
likely continue in the same pattern if no changes are made in
the system of forces acting on these problems.^ This basic
single-system design is widely applicable to many types of
problems and settings as well as to all levels of
interventions. It is the "work-horse" of practice evaluation
for several reasons. Foremost among these is that A-B designs
can reveal clearly whether there has been a change in target
"Martin Bloom et al., Evaluating Practice: Guidelines for
the Accountable Professional. 2nd ed., (Massachusetts:




events, providing both monitoring and evaluation information.^
This information can provide the practitioner with insight of
the success of the interventions. As an evaluation device,
the A-B design provides information to the practitioner and to
the client about outcome, and also provides information to the
agency and to society at large.'* This study also added a
follow-up phase to ensure that changes produced during the
intervention phase were lasting changes.
INSTRUMENTATION
The instrument used in this research for measurement was
the Beck Depression Inventory (BDI) . The BDI is a 21-item
self-report inventory designed to assess the severity of
syndrome depression. All BDI items are measured on 4-point
scale of intensity. The BDI is perhaps the most widely used
self-report measure of the severity of syndrome depression and
has been used in more than 500 reported studies.® The BDI
reports a high degree on internal consistency with an alpha of
.86.® Split-half reliabilities have been reported between .53
®Ibid., 353.
^Ibid.
®R.A. Steer, A.T. Beck, and B. Garrison, Applications of
the Beck Depression Inventory. In T.A. Ban and N. Sartorious
(Eds.), Assessment of Depression (New York: Springer-'Verlag,
1986) .
®A.T. Beck and R.A. Steer, ’’Internal Consistencies of the
Original and Revised Beck Depression Inventory," Journal of
Clinical Psychology 40 (1984): 1365-1367.
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and .93.’ Most short-term test-retest reliabilities are
reported to be in the .70's.® Acceptable levels of both
concurrent and construct validity have been reported for the
BDI.® Correlations between the BDI and psychiatric diagnosis
are usually in the .60's.’° The BDI measures depression as
the extent to which one suffer symptoms or deficits in four
major areas. These four major areas are as follow: affective,
cognitive, motivational, and physiological. For instance, an
example of an affective deficit is a prevailing sense of
sadness. Physiological deficits would be sleep disturbance
and loss of appetite. Motivational deficits would be loss of
energy and interest in certain activities. A cognitive
deficit would include self-referential statements.
There are actually two full length versions or the BDI,
the original 1961 version and a 1978 revised version. This
study utilized the 1978 version. The 1978 version is
essentially the same as the original version with the
exception of wording changes that make self-administration
easier and instructions for client-systems to indicate how
’R.A. Steer, A.T. Beck, and B. Garrison, Applications of
the Beck Depression Inventory. In T.A. Ban and N. Sartorious




^°W. Bumberry, J.M. Oliver, and J.N. McClure, "Validation
of the Beck Depression Inventory in a University Population
Using Psychiatric Estimates as the Criteria," Journal of
Consulting and Clinical Psychology 48 (1978): 150-155.
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they have felt over the past week including today, rather than
just how they feel today. Using the 1978 version of the BDI,
the guidelines for judging the severity of depression are as
follows: 0 to 9 normal range, 10 to 15 mild depression, 16 to
19 mild-moderate depression, 20 to 29 moderate-severe
depression, 30-63 severe depression,“ While these cut-off
scores are generally recommended for interpreting the severity
of depression, the choice of BDI cut-offs is complicated and
varies with the purpose and procedures of each particular
study.“ A copy of the BDI may be found in Appendix A.
CASB INFORMATION
For the purposes of confidentiality, the client in this
study was referred to as "Pat." Pat, is a 25 year old white
female incarcerated in a state correctional institution. She
was referred for cognitive therapy by her general population
counselor due to her ongoing symptoms of depression (i,e.
sadness, crying spells, insomnia and helplessness).
Pat is currently in her second year of a five year
sentence secondary to armed robbery. Pat described herself as
a "nobody who can't do anything right, a failure in her young
life." She questioned whether she loved her family and, on
^^P.C. Kendall, S.D, Hollon, A.T. Beck, C.L. Hammen, and
R.E. Ingram, "Issues and Recommendations Regarding Use of the




several occasions, considered suicide as a way of
"unburdening" her family.
On the clinical intake form Pat reported that she had not
received any prior treatment for her depression. She reported
that she was always reluctant to receive any treatment. She
finally chose to receive treatment after talking with her
family about her problem. Pat was also referred for cognitive
therapy because of her tendency toward self-criticism and
hopelessness.
Treatment Hypothesis
The use of cognitive therapeutic techniques would produce
clinically significant reductions in the client's
reported levels of depression.
Intervention and Strategy Plans
The cognitive model postulates three specific concepts to
explain the psychological substrate of depression: (1) the
cognitive triad, (2) schemas, and (3) cognitive errors (faulty
information processing)
Cognitive restructuring is particularly useful in
assisting clients to gain awareness of dysfunctional and self-
defeating thoughts and misconceptions that impair personal
functioning and to replace them with beliefs and behaviors
that are aligned with reality and lead to enhanced
functioning. Cognitive restructuring techniques are
“A.T. Beck and others. Cognitive Therapy of Depression
(New York: Guilford Press, 1979).
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particularly relevant for use with depression.
Cognitive restructuring intervention in this research
consisted of five steps identified by Hepworth and Larsen.“
These steps are as follows: (1) assist clients to accept that
their self-statements, assumptions, and beliefs largely
mediate (i.e., determine or govern) their emotional reactions
to life's events, (2) assist clients to identify dysfunctional
beliefs and patterns of thoughts that underlie their problems,
(3) assist clients to identify situations that engender
dysfunctional thoughts, (4) assist clients to substitute
functional self-statements in place of self-defeating
cognitions, and (5) assist clients to reward themselves for
successful coping efforts.
Baseline Phase
During the baseline phase, an assessment of the client's
problem was conducted. The initial screening was conducted by
a social worker (other than the therapist) who determined that
the client suffered from depression. She was referred for
cognitive therapy because of her tendency toward self-
criticism and hopelessness. This was her first attempt to
receive treatment for her depression.
The baseline phase lasted for a period of two consecutive
weeks. Each week contained two data collection points.
^*D.H. Hepworth and J Larsen, Direct Social Work Practice:
Theory and Skills 4th ed.. (Pacific Grove, Calif., 1993), 423.
“Ibid., 425-433.
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During this period, data was collected on the target-problem
(depression).
Intervention Phase
This section illustrates the course in treatment of the
client that received cognitive therapy for her depression. In
this case report, the Beck Depression Inventory scores will be
specified following the session heading (for example, Session
4, BDI=2) as an indicator of the client's depression. The
treatment plan (agenda items) for the therapy session will be




* Review symptoms of depression.
* Discuss the rationale for cognitive therapy.
* Discuss the treatment process.
Pat came to the first session indicating that she had
been experiencing depression and was motivated to receive
treatment. She was particularly concerned about her current
legal problems and how she was a burden to her family. She
had considered suicide in the past, but just could not go
through with it. She believed that her work as a teacher's
aide was "unimportant" and she had lost interest in activities
she usually enjoyed. She acknowledged that her self-
criticisms made her feel worse but noted, "the truth hurts."
The social worker clarified that she was depressed and that
her negative reactions could be signs of her depression.
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Assigned Homework:
* Read booklet, Coping with Depression.
Session 2 (BDI=13)
Plan:
* Review symptoms of depression.
* Discuss influence of thinking on behavior with
specific reference to booklet. Coping with Depression.
In this session, Pat presented herself as being somewhat
less depressed. This was also indicated by her BDI score.
Pat reported that she had read the booklet. Coping with
Depression a couple of times and was ready to discuss it.
Together, Pat and the social worker reviewed the booklet and
discussed how cognitions can influence emotions. They
reviewed the checklist of negative thoughts section and Pat
was able to give personal examples of herself for each one on
the list.
Homework:
* Record cognitions during periods of sadness, anxiety,
and anger and during periods of "apathy," in order to
elicit the relationship between thinking, behavior,
and affect.




* Discuss specific cognitions leading to unpleasant
affect.
Pat brought a list of situations from the previous week
that led to depression, anger, or guilt. Most of the
situations involved interactions with her family (by phone and
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through visitation). She tended to belittle herself because
of her current situation and because her family had to "go out
of their way" to accommodate her.
Pat stated that she thinks that she should just tell her
family to stop having any contact with her. She wanted them
to go on and live their lives. She verbalized many negative
self-criticisms during this session.
The social worker questioned Pat about her thoughts of
being a burden to her family. It was found that Pat did not
have any evidence to substantiate her current assumptions.
Homework:
* Look for evidence to substantiate current assumption
of being a burden to family members. Try to solicit
this information from various family members.
* Continue recording cognitions.
Session 4 (BDI=15)
Plan:
* Discuss evidence found from last assignment.
* Discuss any cognitions from previous week.
Pat reported that she had spoken with several of her
family members about coming to visit her in prison. She
stated that she did not receive any evidence that she was a
burden to them. Pat stated that this made her feel much
better.
After finishing this situation, Pat presented a new
situation from the previous week. During this previous week
the entire prison was searched for unauthorized contraband.
Pat stated that she became angry and sad because of the
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search. Pat stated that her initial thoughts were that the
staff was mean and just wanted to pick on her. The social
worker asked Pat if she could think of any other reason this
search took place. Pat was able to view this from her another
perspective. She finally stated that the search was needed
because some of the inmates had illegal weapons.
Homework:





* Look at Current Progress
The main theme of Pat's cognitions was her belief that
she was not self-sufficient and this caused her to be a burden
to her family. She stated that she always has to depend on
her family members to take care of her "needs". Pat reported
that her mother is currently handling some rental property for
her and felt that this was really asking too much from her
mother. The social worker quickly questioned Pat about her
feelings. Pat reported feeling sad about this particular
situation. The social worker searched for empirical evidence
in reference to Pat's current assumption. Later in the
session, the social worker was able to get Pat to reflect on
past sessions. Pat was able to recognize how her emotions and
thoughts were interrelated.
Before ending the session Pat and the social worker were
able to look at the progress of their sessions. Pat stated
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that she was pleased thus far and was willing to go on and
complete the ten sessions as agreed in the initial contract.
Homework:
* Continue to recognize cognitive errors and review
explanations for her negative "automatic thoughts."
Session 6 {BDI=8)
Plan:
* Focus on self-criticisms and work on coping responses
(that is, realistic evaluations of problem areas
rather than self-criticisms).
Pat recognized a variety of situations in which she would
criticize herself. Some of these situations included her
family. Other situations focused on her work as a teacher's
aide in the prison's school. For example, she found it
particularly difficult to talk in front of a large class. In
the past she had criticized herself for being "incompetent."
Through collaboration, Pat and the social worker agreed to
focus on her self-critical reactions to her job; during class¬
time she made comments that indicated that she was doing a
very poor job.
Homework:
* During the next week Pat was suppose to refrain from




* Continue to attend to self-criticisms with focus on
underlying assumptions.
Pat began to believe that her depression could be
controlled if she managed her tendency to criticize herself.
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When she was able to evaluate situations objectively, she did
not criticize herself and felt less depression. At this
point, Pat was able to recognize her self-abnegating pattern
of thinking and behavior.
Homework:
* Continue to recognize any cognitive errors and review
any explanations for her negative "automatic
thoughts."
Session 8 (BDI=3); Session 9 (BDI=4); Session 10 (BDI=2)
The final sessions attempted to consolidate the gains
made in therapy. Pat stated that she was pleased with the
outcome of therapy. She was able to recognize the
relationship between her thoughts and emotions. She was also
able to recognize cognitive errors and faulty information
processing.
Follow Up: Week 1 (BDI=2); Week 4 (BDI=2)
During the follow-up period Pat remained nondepressed and
noted with considerable pleasure that she was more confident.
She and her family were getting along fine. She still was
faced with problems, particularly legal issues. Pat
recognized that her "old automatic thoughts" would still be
elicited but she remained convinced that the best approach to
this ideation was a careful reappraisal of the situation.
With the exception of future follow-up, treatment was
terminated at this point.
CHAPTER FOUR
PRESENTATION OP FINDINGS
The measured variable in this research was depression.
Briefly conceptualized, depression is a clinical syndrome
consisting of a lowering of mood tone, loss of interest or
pleasure in comparison with the subject's premorbid state,
psychomotor retardation or agitation, and difficulty in
thinking and concentration. Complaints of worthlessness or
guilt are common. The depressed client often has recurrent
thoughts of death, and a significant number of depressed
patients attempt suicide or make plans to do so. Biological
symptoms of depression include sleep disturbance (insomnia or
hypersomnia), diurnal variation of mood, loss of appetite,
loss of weight, constipation, loss of libido, and, in women,
amenorrhea. The etiology of depression is viewed from many
perspectives. This study viewed depression from a cognitive
or cognitive-behavioral perspective. The correlation between
thought and behavior is emphasized from this perspective. The
basic premise is that thoughts and information processes
impact behavior.
Findings from this study are depicted in four different
graphs (baseline phase, intervention phase, follow-up phase,
and all phases) . The graphs display the severity of
depression in which the client was experiencing throughout
this study. The Beck Depression Inventory was administered to
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the client on a weekly basis.
The baseline of this study was extended over a period of
two weeks and demonstrated a clinical need for intervention.
According to the literature, the client's mean score of 19
represents the need for clinical intervention. The baseline
was discontinued and the intervention program stared during
the next week. Data collected during the baseline phase can
be viewed in figure one.
During session one Pat's score was twenty-five. This
particular score was the highest of all scores during this
study. This was attributed to some sense of hopelessness that
Pat may have been feeling at that time. Although it was not
a very high score, it did prove to be significant in looking
at Pat's depression. During the first session a greater
therapeutic alliance was established and specific goals were
set by the social worker and the client. A different pattern
was depicted from session one to session two. Pat reported a
score of thirteen. This was attributed to the alliance that
was established in session one along with hope on the part of
the client. Pat was given the booklet. Coping with
Depression, that discussed ways to deal with depression. Pat
expressed hope in dealing with her problem. During the third
session Pat's depression remained essentially unchanged
according to the BDI. This session focused on specific
cognitions leading to unpleasant affect. Pat was
DEPRESSION DURING THE BASELINE PHASE
* SCORES AS INDICATED BY THE BECK DEPRESSION INVENTORY
BDI SCORES
DATA COLLECTION POINTS 1 2 3 4
* BASELINE PHASE SCORES ♦ 18 19 21 18
LEVELS OFDEPRESSION:
0-9-NORMAL 10-15^ MILD 16-19<^ MILD TO MODERATE




given an assignment to look for any evidence to substantiate
her assumptions about being a burden to her family. During
session four Pat's depression increased by three points. This
session focused on her findings from the previous week's
homework assignment along with any new cognitions leading to
unpleasant affect. Session five was the midpoint of the
intervention phase and was very crucial for treatment. Pat's
score dropped significantly at this time. The focus of the
session was to continue to focus on Pat's cognitions as well
as to look at the current progress of treatment. It was
agreed upon by the Pat and the social worker that treatment
was going fine and should be continued. During session six
Pat's depression score remained essentially same as session
five. The plan for this session was to focus on self-
criticisms and work on coping responses (that is, realistic
evaluations of problem areas rather than self-criticisms) .
During session seven Pat's depression score dropped to seven.
The plan for this session was to continue to attend to self-
criticisms with focus on underlying assumptions. Pat believed
that her depression could be controlled if she managed her
tendency to criticize herself. Sessions eight, nine, and ten
attempted to consolidate the gains made in treatment.
Termination was also focused on during the last session.
Pat' s scores dropped even more during these last three
sessions. Data collected during the intervention phase can be
viewed in figure two.
DEPRESSION DURING THE INTERVENTION PHASE









DATA COLLECTION POINTS 1 2 3 4 5 6 7 8 9 10
* INTERVENTION PHASE SCORES* 25 13 12 15 9 8 7 3 4 2
LEVELS OF DEPRESSION:
0-9^ NORMAL 10-15^ MILD 16-19-MILD TO MODERATE
20-29^ MODERATE TO SEVERE 30-69- SEVERE
FIGURE 2
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Following the intervention phase, a follow-up phase was
started the next week. This was implemented to ensure that
changes were lasting changes. During the follow-up phase Pat
remained noted with considerable pleasure that she was more
confident. Pat was encouraged to seek continued treatment for
other areas of her life that she might want to improve. Data
collected during the follow-up phase can be viewed in figure
3. Data collected during all of the phases can viewed in
figure 4, thus giving the reader a more comprehensive view of
how all three phases are compared.
In lieu of the conceptual framework being cognitive-
behavioral intervention, the overall appearance of the graphs
indicates that this intervention was helpful in decreasing the
client's depression. In looking at the statistical data,
table one, a t-test showed that there was a statistically
significant difference between the observed levels of
depression during the baseline phase and observed levels of
depression during the intervention phase, {t=4.02, d.f.=10.65,
p>.05) . A t-test also showed that there was a statistically
significant difference between the observed levels of
depression during the intervention phase and the observed
levels of depression during the follow-up phase. (t=24.04,
d.f.=3, p>.05) . The analysis of variance (ANOVA) was used to
compare the data for all three phases. The Anova showed that
there was a statistically significant difference in the
observed levels of depression for all three phases {F=6.5083,
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d.f.=15, p>.05). The mean scores for each phase were as
follow: baseline (19), intervention (9.8), and follow-up (2).
This statistical data can be seen in table 2.
DEPRESSION DURING THE BASELINE PHASE









DATA COLLECTION POINTS 1 2
* FOLLOW-UP PHASE SCORES 2 2
LEVELS OFDEPRESSION:
0-9= NORMAL 10-15= MILD 16-19= MILD TO MODERATE
20-29= MODERATE TO SEVERE 30-63= SEVERE
FIGURE 3
DEPRESSION DURING ALL PHASES
* SCORES AS INDICATED BY THE BECK DEPRESSION INVENTORY
BDI SCORES
DATA COLLECTION POINTS 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
* BASELINE PHASE SCORES • 18 19 21 18
* INTERVENTION PHASE SCORES ♦ 25 13 12 15 9 8 7 3 4 2
* FOLLOW-UP PHASE SCORES ^ 2 2
LEVELS OF DEPRESSION:
0-9^ NORMAL 10-15^ MILD 16-19^ MILD TO MODERATE




TABLE 1. L test Conparisons of Each Phase
Phase # of cases Mean SD SE (of Meein
Baseline 4 19 1 .414 .707
Intervention 10 9.8 6 .877 2 .175
Mean Difference= 9.2 F==3.677 P= .079
t-value= 4.02 d.f .== 10.65 2-Tail Sig. = .002
S.E. of Diff= 2. 287 95% Cl for Diff (4. 166, 14 .234 )
Phase # of cases Mean SD SE of Mean
Baseline 4 19 1.414 ,707
Follow-up 2 2 ,000 .000
Mean Difference= 17 F= 2.667 P= .178
t-value= 24.04 d.f.= 3 2-Tail Sig.= .000
S.E. of Diff.= .707 95% Cl for Diff (14.750, 19.250)
Phase # of cases Mean SD SE of Mean
Intervention 10 9.8 6.877 2.175
Follow-up 2 2 .000 .000
Mean Difference= 7.8 F= 2.785 P= .126
t-value= 3.59 d.f.= 9 2-Tail Sig.= .006
S.E. of Diff.= 2.175 95% Cl for Diff (2.879, 12.721)
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STATISTICAL DATA
TABLE 2. One-Way ANOVA
Source D.F. Sum of Squares Mean Squares
Between Groups 2 432.1500 216 .0750
Within Groups 13 431.600 33.200
Total 15 863.7500
F Ratio1= 6 .5083 F Prob.= .0110
Phase # Mean SD SE 95% Cl for Mecui
Base 4 19 1.4142 .7071 16.7497 to 21.2503
Interv 10 9. 8 6.8767 2.1746 4.8807 to 14.7193
Follow 2 2 . 0 .0000 .0000 2.0000 to 2.0000
Total 16 11.1250 7.5884 1.8971 7.0814 to 15.1686
Phase Minimum Maximum
Base 18 .0 21.0
Interv 2 .0 25.0
follow 2 .0 2.0
Total 2 .0 25.0
51
LIMITATIONS OF THE STODY
The limitations of the study exist in the number of
observations of the levels of depression during the baseline
phase. There were only four data collection points during the
baseline phase. In addition to so few observations during
this phase, there was not a clear pattern of the target
problem prior to the implementation of the intervention.
The baseline phase is crucial for evaluating the client's
problem. It provides crucial data for assessment purposes.
When conducting the baseline the researcher looks for
stability of the client's problem. When the pattern of the
target problem is extremely variable and no real patterns are
detected in the variability, then the assessment of the target
problem is not very clear.
Chapter Five
Conclusion
The data collected by the social worker and Pat indicated
a significant improvement in terms of the intensity of
depressive symptomatology. On the other hand, this data does
not "prove" that the intervention used caused Pat's
improvement. The collected data provided continuous
information about the problem that was being addressed. Pat's
target problem was her depression. If the patterns had not
been in the direction of improvement, the social worker could
have quickly revised the treatment intervention.
Defining the nature of the depressive symptomatology
according to the DSM-IV enabled the social worker to measure
the depression by asking the client questions from a self-
report questionnaire. By doing so this yielded information
for practice, as well as evaluation. The severity of Pat's
depression along with her views of herself suggested that
cognitive restructuring would be beneficial.
Inqplications for Social Work
Studying behavior in relation to depression is
interesting, as well as challenging. The cognitive
interventions tend to take a logical, intellectual approach to
the process and/or the solution of the client's problems or
difficulties. Cognitive-behaviorists believe there is a high
correlation between a person's thinking and behavior. It is
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assumed by these theorist that thoughts control behavior.
Therefore to alter behavior, the cognitive schema that
dictates the behavioral response must first be restructured.
The implications of this research for clinical social
work are for the therapist to help the client gain insight of
dysfunctional, automatic negative thoughts and replace them
with thoughts that are congruent with reality and thus lead to
enhanced functioning. Working with this realm, the clinician
helps the client gain a better sense of self, the future, and
idiosyncratic ways of processing information.
Clinicians would do well to consider time limited
interventions, framed in cognitive approaches, with clients
suffering with depression. The cognitive approach has shown
to be an effective with depressed clients. This approach is
active, directive, time-limited, and structured.
The design used in this study has also proven to be
useful to social workers engaged in clinical practice. This
study utilized a single-system design methodology. Single¬
system design provides information that social workers can use
to make key decisions in practice. Social workers can use the
resultant information to inform themselves and their clients.
This information can be used to show the client the extent to
which he or she has progressed in relation to agreed goals in
the social worker-client contract. This design is also
beneficial to the social work profession as a whole. Social
workers can accumulate a log of similar cases in which a
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particular intervention has or has not been effective, thus
providing critical knowledge to the entire social work
profession.
Social workers are increasingly being called upon to
determine the effectiveness of their interventions at both the
micro and macro levels of service delivery. In part, this is
attributed to the increasing demand being placed on human
service organizations to justify their continued existence.
Emerging within a hostile political climate, the clamor to
justify services has compelled social workers to become more
familiar with techniques and concepts used to evaluate social
work practice. Thus, it would be wise for social workers to




1. 0 I do not feel sad.
1 I feel sad.
2 I am sad all the time and I can't snap out of it.
3 I am so sad or unhappy that I can't stand it.
2. 0 I am not particularly discouraged about the future.
1 I feel discouraged about the future.
2 I feel I have nothing to look forward to.
3 I feel that the future is hopeless and that things
cannot improve.
3. 0 I do not feel like a failure.
1 I feel I have failed more than the average person.
2 As I look back on my life, all I can see is a lot of
failures.
3 I feel I am a complete failure as a person.
4. 01 get as much satisfaction out of things as I used to.
1 I don't enjoy things the way I used to.
2 I don't get real satisfaction out of anything anymore.
3 I am dissatisfied or bored with everything.
5. 01 don't feel particularly guilty.
1 I feel guilty a good part of the time.
2 I feel guilty most of the time.
3 I feel guilty all of the time.
6. 01 don't feel I am being punished.
1 I feel I am being punished.
2 I expect to be punished.
3 I feel I am being punished.
7. 01 don't feel disappointed in myself.
1 I am disappointed in myself.
2 I am disgusted with myself.
3 I hate myself.
8. 01 don't feel I am any worse than anybody else.
1 I am critical of myself for my weaknesses or mistakes.
2 I blame myself all the time for my faults.
3 I blame myself for everything bad that happens.
9. 01 don't have any thoughts of killing myself.
1 I have thoughts of killing myself, but I would not
carry them out.
2 I would like to kill myself.







I don't cry any more than usual.
I cry now more than I used to.
I cry all the time now.






I am no more irritated now than I ever am.
I get annoyed or irritated more easily than I used to.
I feel irritated all the time now.




I have not lost interest in other people.




I have lost most of my interest in other people.




I make decisions about as well as I ever could.
I put off making decisions more than I used to.
I have greater difficulty making decisions than
before.




I don't feel I look any worse than I used to.
I am worried that I am looking old or unattractive.
I feel that there are permanent changes in my
appearance that make me look unattractive.
3 I believe that I look ugly.
15. 0
1
I can work about as well as before.




I have to push myself very hard to do anything.




I can sleep as well as usual.
I don't sleep as well as I used to.
I wake up 1-2 hours earlier than usual and find it
3
hard to get back to sleep.
I wake up several hours earlier than I used to and





I don't get tired than usual.
I get tired more easily than I used to.
I get tired from doing almost anything.





My appetite is no worse than usual.
My appetite is not as good as it used to be.
My appetite is much worse now.





0 I haven't lost much weight, if any, lately.
1 I haven't lost more than 5 pounds.
2 I have lost more than 10 pounds.
3 I have lost more than 15 pounds.Iam purposely trying to lose weight by eating less.
Yes NO
0 I am no more worried about my health than usual.
1 I am worried about physical problems such as aches and
pains; or upset stomach; or constipation.
2 I am very worried about physical problems and it' s
hard to think about anything else.
3 I am so worried about my physical problems that I
cannot think about anything else.
0 I have not noticed any recent change in my interest in
sex.
1 I am less interested in sex than I used to be.
2 I am much less interested in sex now.
3 I have lost interest in sex completely.
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